Sir,
The article by Tripathy and Mishra. [1] on comparison of two screening tools for nutritional assessment in the critically ill elderly patient made for a very interesting read. Nutritional support in critically ill remains a topic of debate, and therefore, it is extremely important to stratify your patient for nutritional need. Nutritional screening in Intensive Care Unit (ICU) requires an understanding of two important points that are nutritional status at admission and severity of illness, and likely duration of organ support in the form of mechanical ventilation, vasopressor therapy. The severity of illness defines the catabolic stress and therefore, can be used to anticipate the expected loss of lean body mass.
Nutritional scoring used in hospitalized patients cannot be generalized to ICU patients due to various reasons:
• Inappropriate assessment of weight due to fluid shifts • Using body mass index as an indicator may mask the patients with sarcopenic obesity [2] • Inclusion of catabolic stress in screening tool is absent • Geriatric nutritional risk index (GNRI) uses albumin for assessment that is an acute phase reactant and should not be used in ICU patients.
The methodology does not specify the method by which the ulnar length and knee length were measured. Who was the person who did the measurements? There is a possibility of bias if the person involved had a part in the data analysis and interpretation. The gold standard against which the two screening tools were compared is not described clearly. About 52.3% of patients were found to be "at risk" of malnutrition by this preset definition. In how many patients was the history of weight loss over last 6 months recorded. The gold standard should be able to detect 100% cases of at risk to malnutrition only then the comparison can be done. [3, 4] The demographic of the patients is not described in details. It appears 70% of the patients had weight recorded, which is not reflected by the severity of illness, which was having a mean of 19. While comparing the two screening methods, the mortality is not described. How many patients died during the study period is not known. How was the patient classification according to GNRI? Did this classification have relation with mortality? The survival curve shows four patients who died. It is described for only Malnutrition Universal Screening Tool (MUST) no data for GNRI is given. We do not think conclusions should be drawn from the significant log rank when a number of events are so less. MUST/GNRI is for hospitalized patients using such tool for critically ill patients may oversimplify the assessment of nutritional status and we may miss the "high risk" or may include "low risk" patients, and over treat.
Is it the time to integrate "sono cardiopulmonary resuscitation" in cardiopulmonary resuscitation algorithm of traumatic cardiac arrest?
Sir, American Heart Association 2010 advanced cardiac arrest life support (ACLS) guidelines have stressed on the quality of cardiopulmonary resuscitation (CPR) by monitoring various physiological parameters such as end-tidal CO 2 . However, there is a paucity of literature about how to early and effectively identify and manage the potentially treatable causes of cardiac arrest (5 "H" and 5 "T") as per ACLS algorithm. [1] The term "sono CPR" refers to applications of ultrasonography (USG) while performing CPR. The point of care USG may be performed during the brief pauses taken for pulse and rhythm check, after every 2 min of a CPR cycle. Hence, chest compressions are not interrupted nor there is any deviation from the standard ACLS guidelines.
Authors practice AIIMS-CLIP, a protocol which refers to sequential scanning of cardiac (C) and lung (L) windows followed by an assessment of inferior vena cava (IVC) diameter using USG. Using "sono CPR," approximately 40% of the potentially treatable causes (5 "H" and 5 "T") of cardiac arrest may be assessed and managed in time.
In traumatic cardiac arrest (TCA), cardiac scan can detect tamponade (T) and pulmonary thromboembolism (T), lung scan can detect tension pneumothorax (T), and IVC scan can detect hypovolemia (H). From the prognostic point of view, a cardiac scan showing the absence of cardiac motion during resuscitation of patients in cardiac arrest would be highly predictive of inability to achieve a return of spontaneous circulation and a poor prognosis. [2] [3] [4] [5] Ultrasound evaluation of cardiac contractility increases the success rate of accomplished CPR. [5] In the light of above knowledge, would it be right to keep ourselves blind regarding detectable and treatable causes of cardiac arrest while performing CPR and awaiting for the cardiac activity to return or to actively use "sono CPR" and search for treatable causes so that timely intervention could be done? Future research may explore the integration of point of care sonography as an adjunct to CPR in TCA.
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